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Abstract 
The recent trend in Evidence Based Treatment (EBT) has made counselling more prescriptive about 
what treatments should and should not be offered to whom.  Although evidence suggests that EBT 
does not necessarily improve treatment effectiveness or client outcomes, it is assumed  that 
evidence-based counselling models and techniques have intrinsic potency, and are more effective 
than other models in the treatment of certain disorders.  The assumption is largely derived from the 
success of the Medical Model.  A number of studies have found that there is little variation in 
outcomes between models of counselling including EBT.  Research suggests that what is important is 
not what distinguishes one model from another, but rather the commonalities between them.  This 
paper examines the common factors that have been found to have a more positive impact on 
counselling outcomes than selecting prescribed evidence based treatment approaches.  These 
factors do not constitute an alternative modality but rather highlight potent ingredients common to 
all modalities.  Being aware of what these factors are and integrating them more intentionally into 
practice has the potential for improving outcomes. 
 
 
Since the 1990s, there has been a growing international trend towards Evidence Based Practice (J. C. 
Norcross, Beutler, & Levant, 2006). This has occurred as a result of increasing pressure for financial 
accountability within the mental health profession, particularly by governments and private funds, 
and the need to legitimise alternatives to medical interventions in the treatment of psychological 
disturbances. Psychological associations in Australia and the United States have published a list of 
treatments that research has validated for use in specific disorders (American Psychological 
Association Division 12; Lovelock, Matthews, & Murphy, 2010).  
In the quest to legitimise and identify effective and superior counselling interventions, the EBT 
movement has adopted many of the underlying premises of the medical model. The medical model 
operates on the premise that to successfully treat a patient, the practitioner must first correctly 
diagnose the disorder, and then, apply the most effective treatment for the condition. Additionally, 
the model predicts that some treatments are more effective or potent than others.  For example, in 
a counselling context, EBT suggests that applying Cognitive Behavioural Therapy to a client with 
depression is more likely to lead to better results than a less specific alternative therapy.  
While the EBT movement has strong appeal and promises superior treatment to approaches which 
have not been tested, there are, nonetheless, some critical deficiencies. The first challenge is that 
clients often present with multiple and complex issues which complicate treatment choice and 
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application.  Another challenge is that applying the treatment to the client requires that one must 
gain the client’s compliance to submit to the treatment. Not all clients feel comfortable with the 
mode of treatment on offer. In addition, it can diminish the client’s own preferences. These are the 
same challenges faced in medicine. 
Two of the most vexatious questions are: Are there some counselling models that are superior to 
others, and is interpreting evidence in the treatment modality the most relevant in aiming to 
improve outcomes? Wampold et al (1997) and other researchers (Benish, Imel, & Wampold, 2008; 
Scott D. Miller, Wampold, & Varhely, 2008; Spielmans, Pasek, & McFall, 2007; Wampold, 2001, 2006; 
Wampold, Minami, Baskin, & Tierney, 2002), have found that all bona fide therapies are roughly 
equivalent in terms of effectiveness.  Wampold (2010) suggested research design was the primary 
cause of discrepancy. He found the following to bias research design:  
1. Are they comparing like with like?  If one compares a bone fide therapy against a therapy 
not intended to be therapeutic, it will win every time.   
2. Researcher allegiance. Often the researcher has an allegiance to a particular model of 
therapy being tested. Typically the researcher’s therapy wins. 
3. Therapist allegiance.  Therapists who believe in a therapy will gain better results than if they 
are asked to deliver a therapy that they do not believe in.  This is known as the allegiance 
effect.   
4. Unequal therapist preparation. Often the preferred therapy of the researcher will receive 
more intense training and supervision than the therapists who will utilise the comparison 
therapy.   
When these confounding factors are accounted for, or if studies that have these are eliminated, the 
results show negligible difference in treatment.    
The second major challenge focuses on the actual evidence. EBT assumes that the primary healing 
ingredients is the psychotherapeutic model itself.  The assumption is that if one applies the right 
model to the right client issue it will increase the likelihood of positive outcomes. However Wampold 
(2001) highlighted that 13% of the impact of client outcomes results from psychotherapy. Of this 
psychotherapy impact, he found 70% had to do with factors common to all therapies, 8% due to the 
variability between treatments, and 22% due to client variability. He highlights “it must be clearly 
noted that the 1% of the variability in outcomes due to specific effects is likely to be the upper 
bound” (Wampold, 2001, p. 209).  It seems absurd to  focus so much attention on counselling model 
superiority when the variance between is 1% at most, and  the factors common to all treatments 
have more than seven times the impact of distinguishing factors on outcomes.  
The quest for improvement by looking to identify models that have most, albeit a marginal, effect on 
outcomes diverts attention away from factors that make the largest contribution to client change. 
Rather than attempting to find specific approaches to treatment which contribute little to outcome, 
the aim ought to be to understand better the common factors of successful therapy regardless of 
therapeutic school. How might this understanding guide what practitioners think and do?    
The most commonly accepted common factor is the therapeutic alliance.  Although the alliance is a 
significant predictor of the outcomes (Horvath & Symonds, 1991) little attention is typically given to 
it in therapy texts or supervision other than highlighting its importance.   When clients are asked 
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about what is helpful in therapy, they typically point to the relationship more than techniques (J. 
Norcross, 2010). It is the client’s perception of the alliance that is correlated with outcome and 
counsellors are typically unaware of any alliance problems (Cecero, Fenton, Frankforter, Nich, & 
Carroll, 2001; Safran, Muran, Samstag, & Stevens, 2001; Tryon & Kane, 1990; Zuroff et al., 2000).  
Research into the constituents of helpful therapeutic relationships point to two broad salient factors 
(Hatcher & Barends, 2006).  One is support generated from a connection or bond with the 
counsellor.  The other is actual rather than merely perceived agreement about tasks and goals.  The 
counsellor needs to be perceived as both caring and helpful. More specific qualities that support a 
strong therapeutic alliance are unconditional positive regard, empathy, goal consensus, and inviting 
a collaborative relationship.  By the same token, blaming, criticising, confronting or rigid behaviour 
are unhelpful, if not harmful, to the alliance (Norcross, 2010).  
Another significant factor in treatment success is the counsellor.  Traditionally, the client is deemed 
the predictor of treatment outcomes, and counsellors have tended to hold clients responsible for 
poor results.  However, success is predicated more on the therapist than the client. Research has 
found that some therapists are able to get better results in less time than others (Okiishi, Lambert, 
Nielsen, & Ogles, 2003). This performance is not contingent on therapist characteristics such as age, 
gender, qualifications or experience (Okiishi et al., 2006; Wampold & Brown, 2005).  Rather than 
learning new models, counsellors might focus on improving counselling performance by monitoring 
their outcomes and utilising this feedback to adjust their approach (Miller, Hubble & Duncan, (2008).  
Note that improvement does not occur with experience alone.  It requires sustained and intentional 
practice.  It also requires obtaining valid feedback about performance from clients about the quality 
of the therapeutic alliance and progress towards well-defined outcome measures (Lambert, Hansen, 
& Finch, 2001). 
Counsellors are social influencers.  They are in the business of influencing clients towards 
constructive change.  The more credible the counsellor from the client’s point of view, the more 
open clients will be to counselling (Anderson & Lunnen, 2010).  Credibility entails being seen as 
experts, attractive and trustworthy (Hoyt, 1996).  A corollary is that the counsellor genuinely 
believes in what they are offering to clients.  This is known as the allegiance effect (Toska, Neimeyer, 
Taylor, Kavas, & Rice, 2010).   Counsellors who deliver a therapeutic model they believe in will get 
better results than those they consider incredulous (McLeod, 2009). What is important is not the 
particular model they subscribe to per se, but their belief in its benefits (Anderson & Lunnen, 2010). 
As mentioned previously, Wampold (2001) found that much of the change in clients results from the 
client and their environmental influences, and only 13% is attributable directly to the therapy.  The 
reasons for change have relatively little to do with therapy itself.  Clients’ resourcefulness makes a 
considerable contribution to therapeutic success.  Clients are neither passive nor incompetent.  
Most will change and improve without the help of counselling.  Counsellors primarily support the 
process of change (Bohart & Tallman, 2010).  That is not to say that counselling is largely unhelpful. 
It does, however, suggest that if therapeutic benefit is to be maximised, more effort needs to be 
invested in helping clients activate resources outside of the confines of therapy.  Efforts might be 
focussed on how to enhance clients’ personal and social resources.  These include utilising and 
enhancing the client’s own motivations, capacity for change, strengths, resilience, participation in 
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therapy and participation in their change efforts.  Rather than ignore this potential, or worse, 
pathologise the client, it needs to be realised.   
It is important to ensure therapeutic efforts fit in with the client’s own values and perceptions; 
otherwise there is a grave risk of alienating them.  One way to enhance client participation is to base 
treatment on the client’s own theory of change.  What does the client want to focus on? How does 
the client perceive their problem and its cause?  What are their ideas on how to change?  Rather 
than assuming clients do not have a theory at all, or at least one that is not workable, the counsellor 
can inquire from the client what they believe will be helpful for them (Duncan & Miller, 2000; 
Philips, Werbart, Wennberg, & Schubert, 2007).  Counsellors who are receptive to the answers to 
these questions are better positioned to adjust the model of therapy to suit the client’s needs.  
Giving the clients’ theories a chance does not mean uncritically accepting them. Rather the 
counsellor can explore the ideas with the client and help them evaluate whether or not their desired 
solutions are likely to be helpful. The benefit of adjusting to the client’s theory is that the client is 
more likely to cooperate with treatment, particularly if it is the client who primarily develops the 
treatment plan.   
EBT is about applying treatment which evidence suggest will be helpful based on extrapolating 
sample population norms to individuals.  An alternative to EBT is Practice Based Evidence (PBE), 
which is about ongoing monitoring of treatment fit and response to each client.  Rather than 
assuming treatment works because one is using the recommended modality, the therapist regularly 
monitors whether the treatment he or she is providing is actually helping the client to improve.   If 
the client is not improving or has flagged alliance problems, the counsellor can discuss this with the 
client and adjust treatment accordingly.  
Practice based evidence is most successful when applying a system of formal ongoing feedback.  In 
fact, gathering feedback and adjusting therapy accordingly is believed to be the single best way to 
improve therapy outcomes. When counsellors using feedback measures are compared against 
counsellors not using feedback, the former showed advantage over treatment as usual (Anker, 
Duncan, & Sparks, 2009; Lambert, Whipple, Smart, Vermeersch, & Nielsen, 2001; Reese, 
Norsworthy, & Rowlands, 2009; Reese, Toland, Slone, & Norsworthy, 2010; Shimokawa, Lambert, & 
Smart, 2010; Slade, Lambert, Harmon, Smart, & Bailey, 2008; Whipple et al., 2003). The bottom line 
is that for most counsellors, feedback will help their clients gain better results quicker, and will also 
help them identify where treatment is not working. 
Implications for Counselling 
Intentionally using Common Factors knowledge in counselling has a number of implications for 
practice.  Among the most salient are: 
 Counsellors are advised to be versatile in their treatment of clients so as to accommodate 
their many and varied expectations and values.  
 Counsellors need to listen to their clients and value their ideas.  Part of this is attending to 
the client wishes, goals, perceptions, preferences and theories of change, rather than 
privileging their own and attempting to impose them on clients.  
 Counsellors are advised to deliver treatments that they believe in.  Both the therapist and 
the client must believe that the approach is likely to result in change. 
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 Counsellors must be viewed as credible by their clients, i.e., as an effective agent of change. 
 Counsellors need to gather feedback from clients to assess satisfaction and progress rather 
than simply rely on clinical intuition and judgment.  In contrast to EBP, this procedure 
provides Practice Based Evidence.  (The Outcome Rating Scale and the Session Rating Scale 
developed by Scott Miller and his associates are useful for doing so because they are easy to 
use, quick to administer, empirically validated, outcomes can be easily tracked over time and 
there is free access to individual users.  Another very popular and validated alternative is the 
longer OQ-45, however its length also has benefits in that it provides more specific data 
about the client’s progress and areas to address in treatment.) 
Conclusion 
The medical model and evidence based treatment philosophy is seductive in its appeal when applied 
to psychological therapies.  They offer hope that a correct diagnosis leads to a treatment that will 
result in a cure or, at the very least, remission.  What makes any counselling modality effective is not 
the difference between, but what is common to all, therapies.  The overemphasis on attempting to 
identify superior treatment modalities has drawn attention away from factors that have been shown 
to have a significantly stronger correlation with positive client outcomes.  Acquiring and practising 
various counselling models is still necessary.  However, attention should be directed at 
understanding how to enhance the common factors that invariably lead to therapeutic change. 
Counsellors might begin by asking the following questions: 
 How can I foster and maintain an effective working alliance with this client? 
 How can I choose interventions and explanations that support the client’s theory of change? 
 How can I help the client gain awareness of their own strengths and utilise this towards their 
own solutions?  
 How can I utilise and increase client expectation and hope of improvement? 
 How can I ensure I am on track with this client, both in our relationship and in helping them 
towards better outcomes? 
 How can I reliably check if I am effective with my clients?  
These questions are more likely to lead to improved outcomes more so than by selecting and 
applying the recommended brand of therapy.   
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